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Dr. 0 'Sullivan traces the process 
leading to the passage of the 1968 
British Abortion Act and the conse-
quences of that act with a view to 
helping the American medical pro-
fession learn from the British experi-
ence. 
The Effects of Legalized Abortion in 
England 
J. Vincent O'Sullivan, MD , FRCS, FRCOG 
This article discusses the effect that 
legalized abortion has had upon the 
people, and particularly the physi-
cians , in England. Although New York 
State , among others, has now legalized 
abort ion, it has not had sufficient 
experience with it to adequately assess 
its effects. But the English have had 
sufficient exper ience with it , and its 
effects there indicate that attempts to 
legalize abortion demand close 
watching. 
Reprinted with permISSIOn from 
"Hospital Progress" June, 1970. 
Adapted from an address presented 
at the XII 1nternational Congress of 
the International Federation of Catho-
lic Medical Associations, Washington, 
D.C. October 11-/4, 1970. 
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Abortion may be defined as the 
expulsion of the fetus before it is 
viable, that is, before it is capable of 
independent life. Prior to the legaliza-
tion of abortion in England , no speci-
fic laws existed permitting abortion, 
but the operation was performed 
openly in government hospitals when 
certain medical cond itions indicated it 
was necessary. These medical con-
ditions included: Maternal heart fail-
ure ; nephritis ; carcinoma of breasts, 
uterus, or cervix ; psychiatric disease; 
etc. 
During the last decade , public senti-
ment in England began to demand a 
change in the abortion law for several 
social and medical reasons. First, pro-
ponents of abortion pointed to the 
social and economic ordeal that the 
unmarried mother has to endure. Until 
qui te recently, she was regarded as a 
socia l outcast in most circles. More-
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over, she has the responsibility not 
only of caring for her child, but also of 
finding time to work in order to 
support him. In addition , the children 
of unmarried mothers often present 
problems in later life. These children 
are reared without the discipline that a 
father would normally provide , and 
they must spend many hours without 
the direction of either father or 
mother , since the mother has to work. 
Moreover, many of these children are 
reared in a poor environment. These 
conditions greatly increase the proba-
bility of such children becoming juve-
nile delinquents. 
Second, abortion proponen ts 
argued that, in the face of a 
population explosion, there is little 
sense in adding unwanted children to 
the growing number of wanted chil-
dren , especially since there is an in-
creased chance that unwanted children 
may require state aid at a later date. 
Third, they argued that legalized 
abortion would abolish the practice of 
criminal abortions, which was reported 
to be rife . Pro-abortionists suggested 
that 100 ,000 to 500 ,000 criminal 
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abortions were performed each year. 
The Royal College of Obstetricians 
and Gynaecologists (RCOG) stated 
that an estimate of 14,000 was nearer 
the truth. 
Fourth , those in favor of abortion 
argued that a suitably timed and care-
fully performed abortion could reduce 
the medical risks involved in carrying 
and delivering a full-term , unwanted 
child. 
These were the principal arguments 
advanced by the pro-abortionists in 
support of their positio n. They were 
countered by arguments aga inst legal· 
ized abortion presented by those who 
opposed it. First , anti -abortionists 
pointed out that abortions were being 
performed legally when specified med-
ical conditions indicated that such 
operations were necessa ry to maintain 
the health or life of the mother. They 
argued that if the medical indica t ions 
for abortion were broadened , moral 
and medical dangers would foll ow. 
Abortion o pponents argued that 
the fetus has immedia te individual 
rights from the time o f conception and 
th at the violatio n of these rights wo uld 
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destroy the basis for rational argument 
against such things as euthanasia and 
lead to the loss of respect for human 
life and to consequent moral collapse. 
They pointed out that the Minister 
for Heal th and Social Security, in 
stating that over 5,000 abortions had 
been performed without a single 
death, failed to mention the 5,000 
fetuses that were aborted , 80 per cent 
of whom would have reached adult life 
if they had n9t been killed by abor-
tion. In addition, they noted that 
improved medical knowledge , tech-
niques and facilities have raised the 
question of how valid the previously 
accepted definition of fetal viability 
(28 weeks) is. As science discovers 
ways of keeping alive fetuses delivered 
earl ier than 28 weeks, the problem of 
determining viability will become 
more acute. Physic ians who perform 
abort ions may hold infants in their 
hands who they know could live if 
confined for a period of time in 
modern premature units. 
Anti-abortionists argued that liber-
alized abortion laws would make it 
easy to obtain an abort ion and , thus, 
invite sexua l freedom. Such freedom , 
they said , presents a moral danger 
because it undermines the tradit ion of 
marriage , and a medical danger, be-
cause it facilitates the spread of vener-
ea I disease. 
In rebutting the social and econom-
ic argument of the pro-abortionists, 
the ant i-abort ionists said that the un-
married mother's unenviable position 
could be improved, both financially 
and socially (as, indeed , it has been). 
In addition, they said that exter-
mination of unwanted ch ildren is a 
rather primitive solut ion to the prob-
lems such chi ldren are likely to ex-
per ience or present. 
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The anti-abortionists answered the 
argument about the population explo-
sion by pointing out that there is one 
legal termination for every 16 births in 
England. They went on to say that in 
some countries, notably Yugoslavia 
and Hungary , there are more termina-
tions than births , and Japan has ex-
pressed a fear for its future manpower 
if the incidence of abortion continues 
at it s present rate. 
In answering the medical argument , 
they said that abortion is undoubtedly 
more dangerous than normal delivery, 
if all aspects of the patient's condition 
are considered. Many abortions are 
followed by hemorrhage, sepsis , or 
steril ity. In addition, some patients 
exper ience psychiatric trauma (guilt 
complex) , leading, in a small percen-
tage of cases, to suicide . Moreover , 
with the increased number of abortion 
admissions, the quality of care that 
abortion patients receive from medical 
attendants decreases. Some patients 
have actually been admitted in the 
morning , aborted at noon, and dis-
charged in the afternoon. The later the 
abortion is performed , the higher the 
mortality figu res. (I n 25 per cent of all 
abortions that have been performed 
since the passage of the 1968 British 
Abortion Act, the pregnancies were 
terminated by hysterotomy. In this 
operation , some local damage is inev-
itable, and severe complications, such 
as rupture of the uterus or intestines, 
do occur.) 
In hospitals where abortions are 
performed , routine gynecological work 
is disrupted. Once a patient and 
physician agree that an abortion can 
be performed, admission must be re-
garded as an emergency , particularly 
since the woman often presents herself 
to the doctor about the third month 
of pregnancy. Consequently, routine 
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gynecological admjssion, often in-
volving cancer, must be delayed. In 
some hospitals, as many as 25 per cen t 
of the gynecological beds are occupied 
by women who are scheduled to have 
abo rtions . 
Finally , anti-abortionists pointed 
out that since the National Health 
Service (NHS) now provides free fam-
ily planning services to all women , 
married or single, there should be little 
need for wholesale abortion - a crude , 
brutal, and costly form of contra-
ception. 
Learn from England 
Despite all the argumen ts advanced 
by opponen ts of legalized abort ion , a 
liberalized abortion law was enacted. 
It is appropriate for those in other 
countries, who are faced with the 
possibility of legalized abortion , to 
examine the method by which a legal-
ized abort ion bill was int roduced , pas-
sed , and enacted in to law . 
Because the Labor Government in 
Britain was unwilling to adopt con-
troversial legislation , a liberal party 
back-bencher, encouraged by the 
Abortion Law Reform Associa tion, 
sponsored a Private Member's Bill 
which was designed to make it easier 
for women to obtain a lega l thera-
peuti c abor tion. 
Many Unacceptable Clauses 
Since the medical profession in 
Grea t Britain favored abortion when 
the mother's life or phy sical or mental 
hea lth were endangered, it felt th at 
abo rtion under such circumstances 
should be lega lized , rather than mere ly 
acce pted. Consequently , it was con-
tent to let a lega lized abortio n bill be 
presented to Parliament. Unfortu-
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nat ely , many clauses that were wholly 
unacceptable to the majority of the 
medical profession were included in 
the bill. When it was passed , all of its 
clauses, including those to which the 
medical profe ssion objected , became 
the law of th e land . 
The extent of the medical profes-
sion's opposition to the bill, as it 
stood , can be estima ted by noting that 
90 per cent of the members of the 
RCOG voted aga inst it. In addition , of 
the 179 Fellows of the Roya l College 
called together in Birmingham , 172 
voted against the bill as su bmitted to 
Parliament. 
The RCOG was consulted about the 
bill on several occasions. The president 
and secretary of the RCOG attended 
two or three mee tings of the House of 
Commons and the RCOG Council sub-
mitted a report to Parliame nt. The 
RCOG recomme nded that the bill 
should include specific provisions 
abo ut who should perform abo rtions 
and where such opera tions should take 
place . They recommended that a gyne-
cologist, wh o had consultant appoint-
ment in the NHS, should perform the 
operation and that it should be done 
only in an NHS hospital , in order to 
avoid abuse. Thesc recommendations 
were ignored. In fact , the bill was 
amended to require that the chief 
medical office r at the Depart ment of 
Heal th be not ified of th e details of 
eve ry lega l abortion. only as the result 
of a special plea from the RCOG . This 
requirement at least makes it possible 
to obtain accurate stati sti cs on abor-
tion. 
Despite medica l oppos ition and a 
rather sto rmy passage th rough the 
various legislative stages, the bill fi-
nally became law on April 27 , 1968. It 
is helpful to exam inc a precis of the 
1968 British Abort ion Act. 
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Essentiall y , the Act states that an 
abortion can be performed by a regis-
tered medical practitioner (type not 
specified), if two medical practitioners 
(a lso unspecified) are of the opinion 
that continuation of the pregnancy 
would involve greater risk to the life of 
the pregnan t woman , to her physical 
or mental health, or to the physical or 
men tal health of her chi ld ren than 
would termination. It also specifies 
that an abort ion can be performed if 
there is a substan tial risk that the 
unborn child would suffer from physi-
ca l or mental abnormalities. 
The Act permits abort ion to be 
performed in an NHS hospital or in a 
place app roved by the Minister of 
State, providing that notification of 
termination is supplied within seven 
days of the operation. This "notifica-
tion" amounts to nothing more than 
circling the appropriate indication on a 
form and sending the form , together 
with the signatures of two physicians, 
to the Minister of State. Anyone who 
refuses to participate in an abort ion 
operation may be requ ired to prove in 
a court of law that his reasons for 
refusing are legally acceptab le. 
What effects has this legislat ion had 
in England? The language of the Act 
allowed such loose interpretation th at 
virtually no lega l contra ind icat ion to 
abortion exists any longer. Any 
woman or her physician can make her 
condition "fit" the medical indications 
for abortion identified in the Act. 
Figs. 1-5 illustrate the effect that this 
complete freedom has had upon the 
incidence of lega l abortions in 
England. The figures ind icate the size 
of the problem that the Act has 
created. 
What people are included in this 
huge abortion stat ist ic? Sixty per cent 
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of the women who received abortions 
were between the ages of 20 and 34. 
Fifty-five per cent were single , that is, 
unmarried , widowed, or divorced. 
Only 6 per cent came from abroad. In 
more than 60 per cent of the cases, the 
abortion was pe rfo rmed in London. 
FIGURE 1: No. of Abortion. Re ported in England 
and Wa le. in 1968 and 1969 
1968 
2nd qua rter 
lId qu o der 
4th quarter 
1969 
1 ~ I qvarter 
2nd ql,lorter 
Jld quo,t.r 
4 , h qvorler 
Toiol 
No. 
4,4 12 
7,939 
9 ,905 
11 , 342 
13, 116 
13 ,871 
15,828 
76 .413 
FIGURE 2: No. of Abort ions Reporte d in I::nglond 
and Wale. in 1968 and 1969, According 
to Medical Indicotion 
Medical Indication No. 
Ri\1c of inj ur y 10 w omoo ' \ physical or men tal hea lth 58,441 
Ri ~ iI of inju ry 10 woman ', physical or mento l health, 
with o lher grounds 11 ,678 
Ri \1c 10 l ife 0 1 woman 3,008 
S",b\lonl ia l ris k o f child being born oboormol : 
Alone 1,990 
With o,h. r gro und s 1,213 
In omergency , 10 50ve woman', lif. o r pr.ven l 
grove p.rmo nent injury 83 
Tolol 76 ,413 
FIGURE 3 : No. of Abortion. Reported in England 
and Wales in 1968 and 1969, According 
to Place 
Piece 
NH5 ho~ pjlal~ 
Approved private institution' 
Othen 
To la l 
No. 
46,759 
29 ,464-
190 
76 ,413 
Per Cent 
61 
39 
100 
-0' th is number, 26,954 were performed in the northwe~t metro-
polilan London a re a , 
FIGURE 4 : No . of Abortions Reported in England 
and Wa les in 1968 and 1969, Performed 
for Women from Abroad 
Country of Origin No. 
We . , Germany 1,076 
USA 481 
Canada 23. 
France 138 
Holland 86 
Others 248 
Total 2,265 
FIGURE 5: Perc entage of Total Number of Abortions 
Reported in England and Wales in 1968 
and 1969 Performed for Women from 
Abroad 
All abortions 
Abortion\ p.rformed in private institution s 
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How can a woman go about getting 
an abortion? There are a number of 
ways. First , she may go to her family 
doctor and request an abortion. He 
gives her a supporting letter and refers 
her to a consultant gynecologist in his 
outpatient clinic at an NHS hospital. If 
the consu ltant agrees to perform the 
abortion , he adds the woman's name 
to his waiting list for urgent admission. 
Thus, the two doctors required by the 
Act to certify the need for an abort ion 
are the woman's family doctor and the 
consultan t gynecologist. Occasionally, 
they may seek further advice , usually 
from a psych iatr ist. If the woman's 
family doc tor , who se ts the whole 
process in mo tion, is unsympat hetic, 
she ca n always change docto rs. 
Second , a woman's fam ily doctor 
can refer her to a hospital consultant 
in his private office . This consultant 
can then arra nge to have the woman 
admitted to a general or private hospi-
tal. 
Third , in London and Birmingham, 
a woman may go to a pregnancy 
adviso ry se rvice, which is usually staf-
fed by doctors who have libera l att i-
tudes toward abortion. For a fee , th ey 
wil l tell her the best way to ob tain a 
lega l abo rtion and. if necessary, give 
her a supporting letter. Ninety -seven 
per cen t of the women referred from 
the Birmingham clinic in the first year 
of the Act had their pregnancies termi-
nated privately. Recently , a 20-bed 
nursing home has been opened in 
Birmingham for the so le purpose of 
performing abortions privately . 
Fourth, a woman may go to a 
doctor who has a reputa tion of per-
forming abortions for money. He reo 
quires a cash payment of 150 or 200 
pound s before the operation. He ar-
ranges to have the termina tion certifi-
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cate signed by a colleague (who also 
probably receives a cash paymen t) and 
to have the woman admitted to an 
approved private nursing home. 
Fifth, a woman may go to an 
unqualified prac titioner and have a 
crimin al abortion. 
Conscience Clause 
Many non-Catholic, as well as Cath -
olic, doc tors avoid performing abor-
tions "on demand ," both in NHS 
hospitals and priva te ly. The Act con-
tains a conscience clause , bu t, as pre-
viously noted , th ose who have con-
scient ious object ions to abor t ion may 
have to prove that th eir objec tions are 
valid under the law. They may even be 
required to prove th is in a court of 
law, despite the fact that abortion is in 
direct opposition to their medical 
training and to the principles of the 
Hippocra tic Oath . 
The conscience clause gave all Cath -
olic doctors and other kinds of hea lth 
care personnel a perfec t opportuni ty 
to refuse to participate in or aid an 
abortion opera tion in any way. Unfor-
tunate ly, many Ca th oli cs have attemp-
ted to cooperate "so far and no 
further ," and this has led to all so rts of 
mora l discussions which , in many 
cases, have complicated the conscience 
clause. In effec t , the law says that if a 
Catholic doctor (o r any Catholic 
hea lth care personnel) performs or 
participates in one abortion , he can no 
longe r invoke the consc ience clause. 
It should not be assumed that the 
abortion dilemma involves onl y obst et-
ricians and gynecologists. Genera l 
practit ioners, anesthet ists , and , indeed, 
most members of the hea lth care 
profession are also involved . For 
example, an anesthetist may take the 
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view that he does not actively partici-
pate in an abortion and that he is 
present at the operation only to relieve 
the pain that results fro m the surgery. 
Thus, he reasons, he can participate. 
Of course, this argument is fall ac ious; 
very few abortions would be per-
formed if there was no anesthetist to 
relieve the pain caused by the opera-
tion. In addit ion, an anesthetist fre-
quently gives an injection of Ergot 
I.V ., which helps to expel the fetus. 
He also frequently se ts up IV. blood 
tra nsfusions to trea t hemorrhage . To a 
less degree , the theatre nursing staff 
also helps in the abort ion operation. 
Thus, the anesthetist , thea tre nursing 
staff, surgeon, and his assistants are all 
in tegral part s of th e surgical team 
performing the abortion. 
Young doctors in England , par tic-
ularly obstetricians, who refuse to 
assist at abortions, have fo und th at 
their refusa l severely affec ts their 
ca ree r prospec ts. Doctors wh o do per-
form abortions find that they are not 
all owed to exercise clinica l or se lec tive 
judgment , that they are forced to 
perfo rm operations - often, late, and 
dange rous - for which there are no 
medical ground s. In some places, hys-
tero tomy makes up almost 25 per cent 
of doctors' cases. 
Because the Act did no t spec ify 
that the surgeon performing the abor-
tion had to be an NHS consul tan t and 
that th e surge ry had to be performed 
in an NHS hospital , it opened the way 
for racke tee ring. With th e pregnant 
woman eage r for complete anonymity 
and a brief stay in the hospital, not to 
ment ion the numb er of fore ign women 
wh o want an abortion but wh o are not 
eligible for NHS se rvices, there is no 
shortage of demand . The racketeering 
that has resulted , while free ing the 
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mass of doctors from the painful 
decisions raised by abortion on de-
mand , is bringing th e entire medical 
profession in to inc reasi ng disrepute. 
Of the 76,41 3 abort ions perfo rmed 
last year, 40 per cent were done in 
private hospitals, clinics, or nursing 
homes . Over 90 per cen t of the abor-
tions that were performed were done 
in the northwest metropoli ta n area of 
London, primarily around Harley 
Street. The fo rtunes being made by 
those doctors busily involved in the 
abort ion market, most of wh om have 
no specialist training, are immense. 
These , then , are the effec ts th at the 
1968 British Abortion Act has had on 
the people and physicians of England. 
Any country th at is contemplating 
changing its current abortion laws 
should carefully study the Bri tish law's 
omissions and mistakes. 
In conclu sion, I would like to quote 
Professor Ian Morris of St. Mary 's 
Hospital for Woman and Children, 
Manchester. Toge ther with many other 
responsible non-C ath oli c obstetricians, 
he is ut terly opposed to ahortion on 
demand . He says : 
"The whole opera tio n is a horrible 
d istasteful duty. If I were beginning my 
medical career kn owing what I know 
now about abortio ns, I would never 
choose gy necology. 
"I detest the o peratio n. It is a com-
ple te reversal o f all m y medical training. 
T he whole aim is to save life, not 
perfo rm this parti cular fo rm o f homi-
cide. 
" I ca n never look a t the t issues I have 
re moved during the termination of a 
pregnancy with o ut revulsion. It may be a 
jelly, but it is, aft e r all , a human life that 
I am destro ying." 
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